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Abstract
BACKGROUND—The US Latino population is rapidly aging and becoming increasingly diverse 
with respect to nativity and national origin. Increased longevity along with medical advancements 
in treatment have resulted in a higher number of older Latinos living with morbidity. Therefore, 
there is a need to understand variability in Latino health among older adults.
OBJECTIVES—This paper documents mid- and late-life health differences in morbidity by race/
ethnicity, nativity, and country of origin among adults aged 50 and older.
METHODS—We use data from the 2000–2015 National Health Interview Survey to calculate 
age-and gender-specific proportions based on reports of five morbidity measures: hypertension, 
heart disease, stroke, cancer, and diabetes among non-Latino Whites and seven Latino subgroups.
RESULTS—The foreign-born from Mexico, Cuba, and Central/South America, regardless of 
gender, exhibit an immigrant advantage for heart disease and cancer in comparison to non-Latino 
Whites across all age categories. Conversely, island-born Puerto Ricans are generally 
characterized with higher levels of morbidity. Similarly, US-born Puerto Ricans and Mexicans 
exhibit morbidity patterns indicative of their minority status. Latinos, regardless of gender, were 
more likely to report diabetes than non-Latino Whites. Hypertension and stroke have significant 
variability in age patterns among US-and foreign-born Latinos.
CONCLUSION—Recognizing the importance of within-Latino heterogeneity in health is 
imperative if researchers are to implement social services and health policies aimed at 
ameliorating the risk of disease.
CONTRIBUTION—Considering intersectional ethnic, nativity, and country-of-origin 
characteristics among older Latinos is important to better understand the underlying causes of 
racial/ethnic disparities in morbidity across the life course.
1. Introduction
The older US population has experienced unprecedented growth, with aging Latinos 
constituting a significant part of this increase (West et al. 2014). Despite their low 
socioeconomic status, older Latinos, particularly the foreign-born, have longer life 
expectancies and lower mortality than non-Latino Whites (Fenelon, Chinn, and Anderson 
2017; Garcia et al. 2017). The combination of a poor socioeconomic profile with increased 
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longevity may present key challenges for the health of older Latinos. For instance, decreases 
in mortality without subsequent improvements in morbidity leads to a higher proportion of 
the population living with diabetes, hypertension, heart disease, and other chronic illnesses.
However, Latinos are not a monolithic group, and their health in later life may vary 
depending on sociocultural factors such as nativity and country of origin. Research shows 
nativity status to be a crucial factor for determining individual health. In general, US-born 
Latinos have a health profile more indicative of their minority status, exhibiting higher rates 
of morbidity (Garcia and Reyes 2017; Zhang, Hayward, and Lu 2012) and spending more of 
their later-life years with a chronic condition than foreign-born Latinos (Cantu et al. 2013; 
Garcia et al. 2017).
Migration selectivity, which is strongest among foreign-born Mexicans (Palloni and Arias 
2004), is thought to shape the health profiles of Latino immigrants (Bostean 2013). Selective 
migration is defined as disproportionate migration to the United States by individuals in 
good health compared to those in poor health (Riosmena, Wong, and Palloni 2013). 
However, research examining health selectivity among older Latinos from the Caribbean and 
Latin America is scarce, particularly in regard to morbidity. This is an important factor 
considering the range of immigration experiences (i.e., as influenced by country of origin, 
sociopolitical status, socioeconomic position, and gender).
For instance, older Puerto Rican and foreign-born Cuban adults experience different 
sociopolitical circumstances related to migration relative to other foreign-born Latino 
groups. Island-born Puerto Ricans are natural-born US citizens, thus allowing them to 
migrate to the US mainland more easily than other Latino subgroups (Duany 2011). Internal 
migration from Puerto Rico to the US mainland distinctly differs from international 
migration from Mexico, the Caribbean, or other Latin America countries; as such, migration 
selectivity may play less of a role for island-born Puerto Ricans. Conversely, many foreign-
born Cubans entered the United States as political refugees and were granted a pathway 
toward citizenship along with social and economic services (Saenz and Morales 2015) that 
may be protective of late-life health.
Recent research suggests substantial variability in morbidity among Latino subgroups by 
nativity and country of origin relative to non-Latino Whites. However, the extant literature 
exploring morbidity among Latinos by nativity and country of origin has largely been 
limited to regional studies and has not focused specifically on older adults (Lin et al. 2002; 
Sacco et al. 2001; Borrell et al. 2011; Zsembik and Fennell 2005). Thus, this paper builds on 
previous research by providing a comprehensive analysis of five measures of morbidity for 
seven Latino subgroups, stratified by gender and three age categories that encompass mid- 
and late-life stages of the life course.
2. Data and methods
We used data from the National Health Interview Survey (NHIS), an annual household 
survey of the noninstitutionalized civilian population to estimate morbidity differences 
among adults aged 50 and older (Parsons et al. 2014). Data is pooled across 16 years (2000–
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2015) to obtain a large sample of Latino subgroups by nativity and country of origin. The 
annual response rate of the NHIS is approximately 80%. After excluding respondents with 
missing data on health (n = 615), our final analytical sample was 164,616.
2.1 Measures
We focus on five self-reported morbidity measures: hypertension, heart disease, diabetes, 
cancer, and stroke, which are among the leading causes of disability and mortality in the 
United States (Johnson et al. 2014; Manini 2011). Respondents were asked, “Has a doctor 
ever told you that you have (had a) [condition]?” Responses were coded: 1 = yes and 0 = no.
Sociodemographic variables include race/ethnicity, nativity, gender, and age. In the NHIS, 
respondents were asked to identify their race, regardless of ethnic identification. For the 
purpose of this study, we classify Latinos as individuals who self-identify as Latino-origin 
regardless of racial identification. Respondents were categorized as US-born if they were 
born in one of the 50 states and foreign-born if they were born outside the United States, 
including its territories. Self-reported race/ethnicity, birthplace, and country of origin were 
used to classify respondents. They include US-born Mexicans, foreign-born Mexicans, US-
born Puerto Ricans, island-born Puerto Ricans, foreign-born Cubans, foreign-born 
Dominicans, foreign-born Central/South Americans, and US-born non-Latino Whites. US-
born Cubans, Dominicans, and Central/South Americans are excluded due to small sample 
sizes. We include three age categories that allow for reasonable sample sizes and encompass 
distinct stages of life – 50–59, 60–69, and 70+ – to assess how morbidity patterns vary by 
age.
2.2 Analytic strategy
We document the proportion of individuals with morbidity by race/ethnicity, nativity, 
country of origin, and age group. We compare differences between non-Latino Whites and 
Latino subgroups using chi-squared tests. Estimates are done separately for women and men 
to account for well-known gender differences in morbidity (Vlassoff 2007). Sample weights 
were used to correct for differential selection and nonresponse bias and include a 
poststratification adjustment to make the sample representative of the US population. We 
account for the complex survey design of the NHIS by using Stata’s svy commands, which 
adjust for population stratification, primary sampling unit, and sample weights.
3. Results
Table 1 shows the prevalence of five self-reported chronic conditions in three age categories 
among women. US- and foreign-born Mexicans, island-born Puerto Ricans, and foreign-
born Dominicans exhibited significantly higher proportions of hypertension than non-Latina 
Whites across age groups. Conversely, foreign-born Cubans and foreign-born Central/South 
Americans exhibited rates of hypertension comparable to those of non-Latina Whites across 
all age categories, with the exception of foreign-born Cubans in the 60–69 age group. Within 
Latina subgroups, island-born Puerto Ricans and foreign-born Dominicans have a 
significantly higher prevalence of hypertension than foreign-born Mexicans across age 
categories.
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In contrast, all Latina subgroups reported comparable or lower levels of heart disease than 
non-Latina White women across age categories, except for island-born Puerto Rican women, 
who report a significantly higher prevalence of heart disease at ages 50–59. For stroke, US-
born Mexicans (4%) were more likely to report stroke at ages 50–59 than non-Latina Whites 
(2%). At ages 60–69 US-born Mexican (5%), US-born Puerto Rican (7%), island-born 
Puerto Rican (8%), and foreign-born Dominican (6%) women had a significantly higher 
proportion of stroke than non-Latina Whites (4%). This pattern of disadvantage among 
Latina subgroups converges at ages 70 and older to that of non-Latina Whites. However, 
foreign-born Cubans exhibited a significantly lower prevalence of stroke at ages 70 and 
older. In addition, all Latina women, regardless of nativity or country of origin, reported a 
significantly lower prevalence of cancer relative to non-Latina Whites across age categories, 
with foreign-born Dominicans exhibiting the lowest proportions among Latina subgroups.
In general, all Latina subgroups (with the exception of foreign-born Cubans) reported a 
significant disadvantage in the prevalence of diabetes relative to non-Latina Whites. 
However, there was significant variability within Latina subgroups. For instance, US- and 
foreign-born Mexicans and island-born Puerto Ricans were twice as likely to report diabetes 
than non-Latina Whites across age categories. Among Latina women, US-born Puerto Rican 
(13%), foreign-born Cuban (11%), foreign-born Dominican (12%), and foreign-born 
Central/South American (12%) women were significantly less likely to report diabetes than 
foreign-born Mexicans (19%) at ages 50–59. These patterns largely remain consistent across 
age categories, though disparities between foreign-born Mexicans and foreign-born 
Dominicans in diabetes converge at ages 60–69, while disparities between foreign-born 
Mexicans and US-born Puerto Ricans converge at ages 70 and older.
Table 2 shows the prevalence of chronic conditions among men. Foreign-born Mexicans and 
foreign-born Central/South Americans exhibited a significantly lower prevalence of 
hypertension than non-Latino Whites across age groups, except for foreign-born Central/
South Americans at ages 70 and older. Conversely, US-born Mexican, island-born Puerto 
Rican, and foreign-born Dominican men exhibited significantly higher proportions of 
hypertension than non-Latino Whites at ages 50–59. However, the observed patterns of 
disadvantage converge at ages 60 and older to those of non-Latino Whites. For heart disease, 
Latino men exhibited comparable or significantly lower rates compared to non-Latino 
Whites across age categories. Overall, foreign-born migrants from Mexico, Cuba, and 
Central/South America exhibited an immigrant advantage (selectivity) in the proportion 
reporting heart disease relative to US-born Latinos.
For stroke, US-born Mexicans (4%), US-born Puerto Ricans (8%), and island-born Puerto 
Ricans (4%) exhibit a significantly higher proportion of stroke than non-Latino Whites (3%) 
at ages 50–59, whereas foreign-born Central/South Americans were significantly less likely 
to report stroke (1%). At ages 60–69, US-born Mexicans and island-born Puerto Ricans 
continue to exhibit a higher prevalence of stroke than non-Latino Whites, whereas the 
disadvantage in stroke between US-born Puerto Ricans and non-Latino Whites largely 
disappears. In late life (70 and older), the disadvantage experienced by US-born Mexicans 
and island-born Puerto Ricans converges to that of non-Latino Whites. In addition, all Latino 
men, regardless of nativity or country of origin, report a comparable or significantly lower 
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prevalence of cancer than non-Latino Whites across age categories. Foreign-born Mexicans 
exhibit the lowest proportions among Latino subgroups.
Finally, all Latino subgroups, with the exception of foreign-born Cubans and foreign-born 
Central/South Americans, report a significant disadvantage in the prevalence of diabetes 
relative to non-Latino Whites. However, significant variability exists within Latino 
subgroups. In general, US-born Mexicans, island-born Puerto Ricans, and, to a lesser extent, 
foreign-born Dominicans exhibited a higher prevalence of diabetes than other Latino 
subgroups.
4. Discussion
Racial/ethnic, nativity, and country-of-origin differences in morbidity among older adults are 
of crucial importance because they highlight the consequences of social inequality in US 
society. These inequalities result in differing health trajectories across population subgroups 
in late life. The rationale underlying our study is that the Latino population is heterogeneous 
in nativity and country of origin, which is often overlooked in health research. Mexican-
origin individuals make up approximately two-thirds of the Latino population, and as a 
result, many statistics on the health of Latinos are disproportionately impacted by their 
numbers.
Our results indicate substantial variation in health among Latinos by morbidity measure, 
nativity, country of origin, and gender. First, we document comparable or lower prevalence 
of heart disease and cancer among Latinos relative to non-Latino Whites. Second, we find 
foreign-born older adults from Mexico, Cuba, and Central/South America, regardless of 
gender, exhibit a clear immigrant advantage for heart disease and cancer relative to non-
Latino Whites across all age categories. Prior studies suggest that socioeconomic differences 
play an important part in these differences (Hummer, Benjamins, and Rogers 2004). The 
substantial health advantage of older foreign-born Cuban and Central/South Americans is 
likely due to their more favorable socioeconomic status relative to other Latino groups. For 
example, scholars have documented the creation of Cuban ethnic enclaves that provide 
economic opportunity structures that promote upward mobility (Portes and Stepick 1994). In 
addition, Central/South Americans are more likely to be employed than other Latino 
subgroups, which contributes to their higher earnings (Lesser and Batalova 2017; Zong and 
Batalova 2016). The socioeconomic advantages enjoyed by Cubans and Central/South 
Americans relative to other Latino subgroups likely translate to better health profiles across 
the life course through increased access to goods, services, and health care. In contrast, 
immigrants from Mexico are more likely to be selected on health despite their low 
socioeconomic status. Evidence shows Mexican migrants have a lower prevalence of chronic 
conditions relative to nonmigrants, which provides support for migration selection (Bostean 
2013; Riosmena, Wong, and Palloni 2013).
Third, island-born Puerto Ricans are generally characterized by higher levels of morbidity 
than non-Latino Whites. Island-born Puerto Ricans are US citizens and can travel freely to 
the US mainland without a visa, making them less selected for health as they do not have to 
deal with obstacles related to the migration process encountered by other migrants (Duany 
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2011). Similarly, US-born Puerto Ricans and US-born Mexicans exhibit morbidity patterns 
indicative of their minority status. Previous research shows Puerto Ricans in the United 
States live in segregated neighborhoods characterized by social and economic isolation, 
which is linked to an increased risk of poor health. Santiago and Galster (1995) provide a 
thorough analysis of the deteriorating economic status of Puerto Ricans, which selects them 
into segregated neighborhoods with inadequate access to health care facilities, limited 
options for nutritious food, lack of recreational activities, and the absence of generational 
socioeconomic upward mobility. Conversely, US-born Mexicans may be at greater risk for 
morbidity due to experiencing greater stress related to their low socioeconomic status (Gallo 
et al. 2013). Among Mexican American women, financial stress has been found to be 
associated with elevated levels of allostatic load – an indicator of physiological 
dysregulation across multiple systems that predicts greater morbidity (Gallo et al. 2011).
Fourth, Latinos, regardless of gender, were more likely to report diabetes than non-Latino 
Whites. However, we document significant variation in the prevalence of diabetes. Foreign-
born Cuban women and foreign-born Central/South American men were less likely to report 
diabetes than their non-Latino White counterparts. In contrast, US-born Mexican, foreign-
born Mexican, and island-born Puerto Rican men and women had a higher proportion of 
diabetes relative to other groups. Cardiometabolic abnormalities, which are associated with 
an elevated risk of diabetes, are high among Latinos, particularly individuals of Puerto Rican 
descent (Heiss et al. 2014). Finally, we document a higher prevalence of hypertension 
among Latina women relative to non-Latina White women, a pattern largely absent among 
Latino men. It has been found that for individuals aged 65 or older, hypertension affects 
more women than men (Mozzafarian et al. 2015), which may be attributed to women’s more 
disadvantaged social and economic positions throughout the life course (which accumulate 
toward late life) relative to men. Moreover, hypertension tends to be a comorbid condition 
associated with diabetes and increases the risk for cardiovascular and cerebrovascular 
disease. With the higher prevalence of diabetes and hypertension among Latina women, it is 
not surprising that they have elevated levels of stroke in midlife since diabetes and 
hypertension are established risk factors for stroke.
This study has several limitations. First, we pooled data over 16 years to obtain a large 
sample of Latino subgroups by nativity and country of origin. The benefit of a pooled 
sample lies in the increase of the reliability and precision of estimates that would be difficult 
to achieve otherwise using cross-sectional data with small cell sizes. However, in pooling 
data we make the assumption that population differences are stable across survey years. 
Although socioeconomic, cultural, and health profiles may vary across cohorts, the amount 
of variation is likely small over the study period. Second, recent evidence suggests third-
generation adults are less likely to identify as Latino compared to their first- and second-
generation counterparts (Lopez, Gonzalez-Barrera, and Lopez 2017). The likelihood of a 
person’s identifying as Latino in subsequent generations is also reduced with higher levels 
of education, ethnic intermarriage, and living in non-Latino neighborhoods (Antman, 
Duncan, and Trejo 2016; Duncan and Trejo 2011; Lopez, Gonzalez-Barrera, and Lopez 
2017). These factors can lead to a downward bias in estimates of health for US-born Latinos, 
which may make them appear in worse health than they actually are. Third, the use of the 
Central/South American ethnic grouping is problematic given that two different and diverse 
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regions of Latin America are combined. The Central/South American region encompasses 
over 20 countries that represent 25% of the total Latino population in the United States. The 
NHIS does not provide detailed information on Latinos from Central/South America. 
Nevertheless, we included this category to demonstrate the heterogeneity within the Latino 
population. Finally, data for this study is obtained from self-reports of doctor-diagnosed 
conditions, which may introduce bias due to differential reporting between groups. Research 
suggests Latinos are less likely to be diagnosed with chronic conditions due to lower rates of 
health insurance coverage, reduced health care access, differences in utilization/source of 
care, and language/cultural barriers (Tienda and Mitchell 2006).
Despite these limitations, the current study represents an important contribution to 
knowledge on the complex patterns of older adult health. By including a broad range of 
Latino subgroups, we document patterns of morbidity that are less apparent in research that 
focuses on Latinos as a homogenous group. Recognizing the various social processes that 
underlie Latino populations is important if researchers are to fully understand the health of 
minority and immigrant groups.
References
Antman F, Duncan B, Trejo SJ. Ethnic attrition and the observed health of later-generation Mexican 
Americans. The American Economic Review. 2016; 106(5):467–471. DOI: 10.1257/aer.p20161111 
[PubMed: 29547251] 
Borrell LN, Menendez BS, Joseph SP. Racial/ethnic disparities on self-reported hypertension in New 
York City: Examining disparities among Hispanic subgroups. Ethnicity and Disease. 2011; 21(4):
429. [PubMed: 22428346] 
Bostean G. Does selective migration explain the hispanic paradox? A comparative analysis of 
Mexicans in the US and Mexico. Journal of Immigrant and Minority Health. 2013; 15(3):624–635. 
DOI: 10.1007/s10903-012-9646-y [PubMed: 22618355] 
Cantu PA, Hayward MD, Hummer RA, Chiu C. New estimates of racial/ethnic differences in life 
expectancy with chronic morbidity and functional loss: Evidence from the National Health 
Interview Survey. Journal of Cross-Cultural Gerontology. 2013; 28(3):283–297. DOI: 10.1007/
s10823-013-9206-5 [PubMed: 23949255] 
Duany J. Blurred borders: Transnational migration between the Hispanic Caribbean and the United 
States. Chapel Hill: University of North Carolina Press; 2011. 
Duncan B, Trejo SJ. Intermarriage and the intergenerational transmission of ethnic identity and human 
capital for Mexican Americans. Journal of Labor Economics. 2011; 29(2):195–227. DOI: 
10.1086/658088 [PubMed: 22058602] 
Fenelon A, Chinn JJ, Anderson RN. A comprehensive analysis of the mortality experience of Hispanic 
subgroups in the United States: Variation by age, country of origin, and nativity. SSM – Population 
Health. 2017; 3:245–254. DOI: 10.1016/j.ssmph.2017.01.011 [PubMed: 29349222] 
Gallo LC, Jimenez JA, Shivpuri S, Espinosa de los Monteros K, Mills PJ. Domains of chronic stress, 
lifestyle factors, and allostatic load in middle-aged Mexican-American women. Annals of 
Behavioral Medicine. 2011; 41:21–31. DOI: 10.1007/s12160-010-9233-1 [PubMed: 20878511] 
Gallo LC, Shivpuri S, Gonzalez P, Fortmann AL, Espinosa de los Monteros K, Roesch SC, Talavera 
GA, Matthews KA. Socioeconomic status and stress among Mexican-American women: A multi-
method perspective. Journal of Behavioral Medicine. 2013; 36(4):379–388. DOI: 10.1007/
s10865-012-9432-2 [PubMed: 22644814] 
Garcia MA, Downer B, Chiu C, Saenz JL, Rote S, Wong R. Racial/ethnic and nativity differences in 
cognitive life expectancies among older adults in the United States. The Gerontologist. 2017; doi: 
10.1093/geront/gnx142
Garcia et al. Page 7
Demogr Res. Author manuscript; available in PMC 2018 November 08.
A
uthor M
an
u
script
A
uthor M
an
u
script
A
uthor M
an
u
script
A
uthor M
an
u
script
Garcia MA, Reyes AM. Prevalence and trends in morbidity and disability among older Mexican 
Americans in the southwestern United States, 1993–2013. Research on Aging. 2017; 40(4):311–
339. DOI: 10.1177/0164027517697800 [PubMed: 29298598] 
Garcia MA, Valderrama-Hinds LM, Chiu CT, Mutambudzi MS, Chen NW, Raji M. Age of migration 
life expectancy with functional limitations and morbidity in Mexican Americans. Journal of the 
American Geriatrics Society. 2017; 65(7):1591–1596. DOI: 10.1111/jgs.14875 [PubMed: 
28369692] 
Heiss G, Snyder ML, Teng Y, Schneiderman N, Llabre MM, Cowie C, Carnethon M, Kaplan R, 
Giachello A, Gallo L, Loehr L, Avilés-Santa L. Prevalence of metabolic syndrome among 
Hispanics/Latinos of diverse background: The Hispanic community health study/study of Latinos. 
Diabetes Care. 2014; 37(8):2391–2399. DOI: 10.2337/dc13-2505 [PubMed: 25061141] 
Hummer RA, Benjamins MR, Rogers RG. and the National Research Council Panel on Race, 
Ethnicity, and Health in Later Life. Racial and ethnic disparities in health and mortality among the 
US elderly population. In: Anderson NB, Bulatao RA, Cohen B, editorsCritical perspectives on 
racial and ethnic differences in health in late life. Washington, D.C: National Academies Press; 
2004. 53–94. 
Johnson NB, Hayes LD, Brown K, Hoo EC, Ethier KA. Leading causes of morbidity andmortality and 
associated behavioral risk and protective factors: United States, 2005–2013. Morbidity and 
Mortality Weekly Report. 2014; 63(4):3–27.
Lesser G, Batalova J. Central American immigrants in the United States [electronic resource]. 
Washington, D.C: Migration Policy Institute; 2017. https://www.migrationpolicy.org/article/
central-american-immigrants-united-states
Lin H, Bermudez OI, Falcon LM, Tucker KL. Hypertension among Hispanic elders of a Caribbean 
origin in Massachusetts. Ethnicity and Disease. 2002; 12(4):499–507. [PubMed: 12477135] 
Lopez MH, Gonzalez-Barrera A, Lopez G. Hispanic identity fades across generations as immigrant 
connections fall away [electronic resource]. Washington, D.C: Pew Research Center; 2017. http://
www.pewhispanic.org/2017/12/20/hispanic-identity-fades-across-generations-as-immigrant-
connections-fall-away
Manini T. Development of physical disability in older adults. Current Aging Science. 2011; 4(3):184–
191. DOI: 10.2174/1874609811104030184 [PubMed: 21529321] 
Mozzafarian D, Benjamin EJ, Go AS, Arnett DK, Blaha MJ, Cushman M, de Ferranti S, Després JP, 
Fullerton HJ, Howard VJ, Huffman MD, Judd SE, Kissela BM, Lackland DT, Lichtman JH, 
Lisabeth LD, Liu S, Mackey RH, Matchar DB, McGuire DK, Mohler ER, Moy CS, Muntner P, 
Mussolino ME, Nasir K, Neumar RW, Nichol G, Palaniappan L, Pandey DK, Reeves MJ, 
Ridriguez CJ, Sorlie PD, Stein J, Towfighi A, Turan TN, Virani SS, Willey JZ, Woo D, Yeh RW, 
Turner MB. Heart disease and stroke statistics, 2015 update: A report from the American Heart 
Association. Circulation. 2015; 127(1):143–152. DOI: 10.1161/CIR.0000000000000152
Palloni A, Arias E. Paradox lost: Explaining the Hispanic adult mortality advantage. Demography. 
2004; 41(3):385–415. DOI: 10.1353/dem.2004.0024 [PubMed: 15461007] 
Parsons VL, Moriarity C, Jonas K, Moore TF, Davis KE, Tompkins L. Design and estimation for the 
National Health Interview Survey, 2006–2015. Vital Health Statistics. 2014; 2(165)
Portes A, Stepick A. City on the edge: The transformation of Miami. Berkeley: University of 
California Press; 1994. 
Riosmena F, Wong R, Palloni A. Migration selection, protection, and acculturation in health: A 
binational perspective on older adults. Demography. 2013; 50(3):1039–1064. DOI: 10.1007/
s13524-012-0178-9 [PubMed: 23192395] 
Sacco RL, Boden-Albala B, Abel G, Lin I, Elkind M, Hauser WA, Paik MC, Shea S. Race-ethnic 
disparities in the impact of stroke risk factors: The Northern Manhattan stroke study. Stroke. 2001; 
32(8):1725–1731. DOI: 10.1161/01.str.32.8.1725 [PubMed: 11486097] 
Saenz R, Morales MC. Latinos in the United States: Diversity and change. Hoboken: John Wiley and 
Sons; 2015. 
Santiago AM, Galster G. Puerto Rican segregation in the United States: Cause or consequence of 
economic status? Social Problems. 1995; 42(3):361–389. DOI: 10.1525/sp.1995.42.3.03x0103y
Garcia et al. Page 8
Demogr Res. Author manuscript; available in PMC 2018 November 08.
A
uthor M
an
u
script
A
uthor M
an
u
script
A
uthor M
an
u
script
A
uthor M
an
u
script
Tienda M, Mitchell F. Hispanics and the future of America. Washington, D.C: National Academies 
Press; 2006. 
Vlassoff C. Gender differences in determinants and consequences of health and illness. Journal of 
Health, Population, and Nutrition. 2007; 25(1):47–61.
West LA, Cole S, Goodkind D, He W. 65+ in the United States: 2010. Washington, D.C: US Census 
Bureau; 2014. (Current Population Reports P23-212)
Zhang Z, Hayward MD, Lu C. Is there a Hispanic epidemiologic paradox in later life? A closer look at 
chronic morbidity. Research on Aging. 2012; 34(5):548–571. DOI: 10.1177/0164027511429807
Zong J, Batalova J. South American immigrants in the United States [electronic resource]. 
Washington, D.C: Migration Policy Institute; 2016. https://www.migrationpolicy.org/article/south-
american-immigrants-united-states
Zsembik BA, Fennell D. Ethnic variation in health and the determinants of health among Latinos. 
Social Science and Medicine. 2005; 61(1):53–63. DOI: 10.1016/j.socscimed.2004.11.040 
[PubMed: 15847961] 
Garcia et al. Page 9
Demogr Res. Author manuscript; available in PMC 2018 November 08.
A
uthor M
an
u
script
A
uthor M
an
u
script
A
uthor M
an
u
script
A
uthor M
an
u
script
A
uthor M
an
u
script
A
uthor M
an
u
script
A
uthor M
an
u
script
A
uthor M
an
u
script
Garcia et al. Page 10
Ta
bl
e 
1
Pr
op
or
tio
n 
re
po
rti
ng
 a
 c
hr
on
ic
 c
on
di
tio
n,
 b
y 
ra
ce
/e
th
ni
ci
ty
/n
at
iv
ity
 a
m
on
g 
fe
m
al
es
 b
y 
ag
e 
gr
ou
p,
 2
00
0–
20
15
H
yp
er
te
ns
io
n
H
ea
rt
 d
ise
as
e
St
ro
ke
C
an
ce
r
D
ia
be
te
s
50
–5
9
60
–6
9
70
+
50
–5
9
60
–6
9
70
+
50
–5
9
60
–6
9
70
+
50
–5
9
60
–6
9
70
+
50
–5
9
60
–6
9
70
+
U
S 
M
ex
ic
an
0.
38
a
0.
57
a
0.
64
a
0.
10
a
0.
16
0.
22
a
0.
04
a
0.
05
a
0.
10
0.
07
a
0.
12
ab
0.
12
ab
0.
19
a
0.
29
ab
0.
33
a
FB
 M
ex
ic
an
0.
37
a
0.
60
a
0.
67
a
0.
08
a
0.
14
a
0.
22
a
0.
03
0.
04
0.
07
0.
05
a
0.
05
a
0.
09
a
0.
20
a
0.
31
a
0.
33
a
U
S 
Pu
er
to
 R
ic
an
0.
39
a
0.
50
0.
66
0.
15
b
0.
10
0.
23
0.
04
0.
07
ab
0.
17
b
0.
09
b
0.
11
a
0.
12
a
0.
13
ab
0.
21
ab
0.
26
IB
 P
ue
rto
 R
ic
an
0.
47
ab
0.
64
ab
0.
68
ab
0.
15
ab
0.
18
b
0.
27
b
0.
03
0.
08
ab
0.
10
0.
09
ab
0.
11
ab
0.
11
a
0.
25
a
0.
30
a
0.
29
a
FB
 C
ub
an
0.
33
0.
55
a
0.
66
0.
06
a
0.
09
ab
0.
18
a
0.
02
0.
04
0.
07
a
0.
04
a
0.
06
a
0.
11
a
0.
11
b
0.
14
b
0.
18
ab
FB
 D
om
in
ic
an
0.
45
ab
0.
68
ab
0.
71
ab
0.
09
0.
15
0.
17
a
0.
02
0.
06
ab
0.
10
0.
01
ab
0.
05
a
0.
08
a
0.
12
ab
0.
29
a
0.
24
a
FB
 C
en
tra
l/S
ou
th
 A
m
er
ic
an
0.
33
b
0.
46
b
0.
59
b
0.
05
a
0.
10
ab
0.
19
a
0.
01
b
0.
03
0.
08
0.
06
a
0.
07
ab
0.
08
a
0.
12
ab
0.
17
ab
0.
21
ab
U
S 
W
hi
te
0.
33
b
0.
48
b
0.
62
b
0.
12
b
0.
17
b
0.
29
b
0.
02
0.
04
0.
09
0.
12
b
0.
18
b
0.
24
b
0.
09
b
0.
13
b
0.
14
b
N
ot
e:
 U
S 
= 
U
S-
bo
rn
; F
B 
= 
fo
re
ig
n-
bo
rn
; I
B 
= 
isl
an
d-
bo
rn
.
a i
nd
ic
at
es
 th
at
 th
e 
pr
op
or
tio
n 
di
ffe
rs
 fr
om
 U
.S
.-b
or
n 
W
hi
te
s (
p<
.0
5).
b i
nd
ic
at
es
 th
at
 th
e 
pr
op
or
tio
n 
di
ffe
rs
 fr
om
 fo
re
ig
n-
bo
rn
 M
ex
ic
an
s (
p<
.0
5).
Demogr Res. Author manuscript; available in PMC 2018 November 08.
A
uthor M
an
u
script
A
uthor M
an
u
script
A
uthor M
an
u
script
A
uthor M
an
u
script
Garcia et al. Page 11
Ta
bl
e 
2
Pr
op
or
tio
n 
re
po
rti
ng
 a
 c
hr
on
ic
 c
on
di
tio
n,
 b
y 
ra
ce
/e
th
ni
ci
ty
/n
at
iv
ity
 a
m
on
g 
m
al
es
 b
y 
ag
e 
gr
ou
p,
 2
00
0–
20
15
H
yp
er
te
ns
io
n
H
ea
rt
 d
ise
as
e
St
ro
ke
C
an
ce
r
D
ia
be
te
s
50
–5
9
60
–6
9
70
+
50
–5
9
60
–6
9
70
+
50
–5
9
60
–6
9
70
+
50
–5
9
60
–6
9
70
+
50
–5
9
60
–6
9
70
+
U
S 
M
ex
ic
an
0.
43
ab
0.
56
b
0.
59
b
0.
12
b
0.
21
ab
0.
28
a
0.
04
ab
0.
09
ab
0.
10
0.
03
ab
0.
10
ab
0.
15
ab
0.
21
a
0.
32
ab
0.
34
ab
FB
 M
ex
ic
an
0.
29
a
0.
45
a
0.
51
a
0.
06
a
0.
17
a
0.
27
a
0.
02
0.
05
0.
09
0.
02
a
0.
04
a
0.
11
a
0.
19
a
0.
26
a
0.
27
a
U
S 
Pu
er
to
 R
ic
an
0.
37
b
0.
49
0.
64
0.
16
b
0.
13
0.
48
b
0.
08
ab
0.
01
0.
10
0.
09
b
0.
13
b
0.
37
b
0.
16
a
0.
28
a
0.
37
a
IB
 P
ue
rto
 R
ic
an
0.
46
ab
0.
51
b
0.
60
0.
14
b
0.
24
b
0.
27
a
0.
04
ab
0.
09
ab
0.
12
0.
02
a
0.
09
ab
0.
14
a
0.
22
a
0.
35
ab
0.
36
a
FB
 C
ub
an
0.
36
b
0.
49
0.
51
a
0.
09
a
0.
19
a
0.
27
a
0.
01
0.
03
0.
08
ab
0.
04
ab
0.
10
ab
0.
22
ab
0.
13
b
0.
16
b
0.
23
FB
 D
om
in
ic
an
0.
49
ab
0.
62
b
0.
60
0.
10
0.
17
0.
33
0.
02
0.
06
0.
17
b
0.
02
a
0.
09
b
0.
11
a
0.
21
a
0.
20
0.
43
ab
FB
 C
en
tra
l/S
ou
th
 A
m
er
ic
an
0.
24
ab
0.
42
a
0.
52
0.
05
0.
16
a
0.
21
a
0.
01
ab
0.
03
0.
08
0.
02
a
0.
07
a
0.
13
a
0.
11
b
0.
20
0.
22
U
S 
W
hi
te
0.
38
b
0.
52
b
0.
57
b
0.
14
b
0.
26
b
0.
41
b
0.
03
0.
05
0.
10
0.
08
b
0.
18
b
0.
31
b
0.
10
b
0.
17
b
0.
19
b
N
ot
e:
 U
S 
= 
U
S-
bo
rn
; F
B 
= 
fo
re
ig
n-
bo
rn
; I
B 
= 
isl
an
d-
bo
rn
.
a i
nd
ic
at
es
 th
at
 th
e 
pr
op
or
tio
n 
di
ffe
rs
 fr
om
 U
S-
bo
rn
 W
hi
te
s (
p<
.0
5).
b i
nd
ic
at
es
 th
at
 th
e 
pr
op
or
tio
n 
di
ffe
rs
 fr
om
 fo
re
ig
n-
bo
rn
 M
ex
ic
an
s (
p<
.0
5).
Demogr Res. Author manuscript; available in PMC 2018 November 08.
